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Medical Aid in Dying, Hastened Death and Suicide: A Qualitative Study of Hospice 
Professionals’ Experiences from Washington State 
 
 
Abstract   
 
Context  Many jurisdictions around the world have passed medical aid in dying laws 
allowing competent, eligible individuals facing life-limiting illness to self-administer 
prescribed medication to control timing of death. These laws do not prevent some patients 
who are receiving hospice services from dying by suicide without assistance.   
 
Objectives  To explore hospice professionals’ experiences of patients who die by suicide or 
intentionally hasten death with or without legal assistance in an area where there is legalized 
medical aid in dying. 
 
Methods  Semi-structured in-depth qualitative interviews were conducted with twenty-one 
home hospice professionals (7 nurses, 7 social workers, 4 physicians, 3 chaplains).  Thematic 
analysis was carried out to analyze the data. 
 
Results Three primary themes were identified from the interviews: 1) dealing with and 
differentiating between hastened death and suicide, 2) medical aid in dying access and 
affordability, and 3) how patients have hastened their own deaths. Analysis of these data 
indicates there are some patients receiving hospice services who die by suicide because they 
are not eligible for, have no knowledge of, or lack access to legalised medical aid in dying. 
Hospice professionals do not consistently identify patients’ deaths as suicide when they are 
self-inflicted and sometimes view these deaths as justified.   
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Conclusion Suicide and hastened deaths continue to be an unexamined cause of death for 
some home hospice patients who may have requested medical aid in dying. Open 
communication and increased education and training is needed for palliative care 

















Many areas around the world including Belgium, Canada, Netherlands, Switzerland, and 
Victoria, Australia and several US states allow a physician, or in some areas a nurse 
practitioner, to prescribe a lethal dose of medication for an individual to self-administer (1, 2).  
The US States of California, Colorado, Hawaii, Maine, Montana, New Jersey, Oregon, 
Vermont, Washington, and the District of Columbia (3-10) have laws allowing eligible adults 
deemed to be mentally competent, and who have a life-limiting prognosis of six months or less, 
the option of requesting a self-administered lethal dose of medications prescribed by their 
physician (11). Medical aid in dying (MAID) is a term becoming more widely used to describe 
this process in the United States (12). Deaths in locations where MAID is authorized in the 
United States are not considered suicide if supported by documents regulated by the laws (11). 
But not all patients who choose to hasten death use MAID and instead die by other self-inflicted 
methods. Some researchers and professionals may consider MAID to be a form of rational 
suicide (13-18) for a person seeking assistance to die when facing life limiting illness. Despite 
these accounts, very little is known about professionals’ experiences with hospice patients who 
die by suicide, particularly in an area that legally permits MAID. A systematic review revealed 
that more research is needed to understand what hastened death and suicide mean in palliative 
care in areas where MAID is lawful (19). If patients are dying by suicide without MAID, it is 
important to understand professionals’ experiences of suicide with their patients to improve 
patient care and safety, and develop hospice and palliative care responses to concerns.  
 
The research focus was to examine professionals’ experiences of suicide and hastened death 
with hospice patients in Washington State. Bostwick and Cohen (20) discuss that a hastened 
death “examines the individual’s intentions with respect to dying and considers the 
involvement of social networks” that support the wish to die. Social networks, however, may 
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not be required to distinguish a hastened death from a suicide. The term ‘hastened death’ for 
this study includes both intentional suicide and deaths from MAID.  Most research on hastened 
death was completed in locations where MAID was not legally authorised at the time of the 
research or focused on the desire for hastened death and not the actual experiences of patients 
who died by suicide (21-29). The objective of this research was to explore hospice 
professionals’ experiences with patients who die by suicide or intentionally hasten death with 




This study was conducted with home hospice professionals in Washington State, where the 
Death with Dignity Act was implemented in 2009. Hospice teams in the United States include 
social workers, nurses, physicians and chaplains who primarily provide consultation and 
services primarily in home settings regarding pain and symptom management, and support the 
patient, caregivers and families (30, 31). Professionals work for different types of hospice 
organizations, both religious and non-religious, which have policies about the Death with 
Dignity Act that may also influence their practice (32). 
 
 Recruitment and sample 
 
Participants in Washington State were purposely recruited through professional organizations, 
conferences and meetings to participate in this interview study.  Purposive recruitment ensured 
professionals were employed by different types of hospice institutions across diverse areas of 
the state. This study aimed to explore the subject in-depth and did not seek data saturation. 
Whenever possible, a face-to-face interview was completed but the option of a phone interview 
was also offered. The participants were contacted by email or telephone to receive information 
about the study. The participant was reminded that they had the option to decline to participate, 
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to withdraw before or during the interview, or withdraw their data up to two weeks following 
completion of the interview.  
Data acquisition 
Face-to-face or telephone interviews lasting one to two hours, using in-depth, semi-structured 
and open-ended questions, were conducted in 2015 by SMG. SMG was transparent about 
previous experience as a hospice professional but had no personal or professional relationship 
with any of the participants. An interview guide, included in Appendix 1, helped to facilitate 
questions but interviewing followed an adaptive process to address any new issues raised by 
participants.  Two face-to-face pilot interviews with hospice professionals were conducted to  
develop and refine interview questions. Not all participants responded to each question and 
transcripts were not sent to participants for comment. The emotional impact of participating in 
the study was considered and each participant was offered referral in case of distress, however 
no request was made. 
 
The protocol was reviewed by the Lancaster University Faculty of Health and Medicine 
Research Ethics Committee and approved by the Lancaster University Research Ethics 
Committee, FHMREC14031. All participants provided written informed consent.   
 
Data Analysis  
 
Thematic analysis with an inductive approach was used to interpret themes extracted from the 
data and to identify and compare experiences. Thematic analysis is employed widely in 
health research as a method that is suited to questions about people’s experiences focused on 
developing patterned meanings across the data (33). All interviews were recorded and 
transcribed by SMG directly into a Word document, then reviewed and reformatted before 
uploading into QSR NVivo10. Any information that could identify a participant was deleted. 
Each line was numbered to be able to refer to it as needed and NVivo10 was used to create a 
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coding structure, develop new codes and link them to the data sources. Coding was 
completed by SMG through an iterative process, and re-coded into categories.  To improve 
trustworthiness, three transcripts were reviewed by two researchers on the supervisory team 
who produced another coding framework. Categories were discussed and reviewed with all 
researchers until consensus about final themes was achieved. This study utilised Braun and 




A total of twenty-one interviews were completed with seven nurses, seven social workers, 
four physicians, and three chaplains. Sixteen were face-to-face interviews and five were 
completed by telephone. Table 1 identifies information about participants: 
 





Three primary themes were identified from the interviews: 1) Dealing with and 
differentiating between hastened death and suicide, 2) MAID access and affordability, and 3) 
how patients have hastened their own deaths.  
1) Dealing with and differentiating between hastened death and suicide  
Distinguishing between deaths from suicide and deaths that were intentionally hastened but not 
considered suicide was found to be challenging for most of the participants. When asked about 
experiences with patients who died by suicide or hastened death, all participants spoke about 
patients who died by suicide or utilized MAID.  Overall, the suicides that were described were 
those patients who intentionally killed themselves without MAID, but blurred boundaries 
existed between what participants considered a hastened death and if MAID was considered 
death by suicide. 
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“That word is a huge barrier...it is a loaded word. But I don’t think it helps us to pretend 
that our patients aren’t actively taking their own lives....” MD3 
Participants expressed feelings of conflict and powerlessness regarding the need to prevent 
suicide on the one hand and supporting patient autonomy on the other, along with assessing for 
suicide risk. This raises questions about how an experience was defined as suicide. Participants 
from each discipline considered ‘suicide’ a loaded word containing painful emotion and 
meaning: 
 “Because suicide is a loaded word in our culture. Some people...are angry for not 
trying harder…suicide has all this religious background…technically it is illegal, but 
what are you going to do, go arrest the person after they have killed themselves?”  RN4 
Many of the professionals interviewed have the understanding that suicide is illegal even 
though this is not true in the United States (35).  The comments of many participants indicate 
that sometimes a patient’s decision to intentionally end their life seemed justified.  
“you have to intervene if someone is suicidal, ... I will always follow the law but ... I 
think people do have the right to kill themselves...so the law and social work values are 
not always in line with my personal values...” MSW2 
The dilemma, MSW2 notes, comes from her professional obligation to report a patient at risk 
for suicide, which conflicts with her role to support patient autonomy. She identifies the 
difference between someone who would be considered suicidal due to depression or mental 
illness and someone who does not want to experience decline and dependence from illness.  
2) MAID access and affordability 
Participants from across professions recognized challenges associated with affordability and 
access.  Most participants explained that MAID is not available to all hospice patients. Nurses, 
physicians and social workers spoke about disparities in healthcare, including high cost that 
often prohibits patients from pursuing MAID.  
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“...the cost of the medication now is putting it out of reach for a lot of our patients...so 
this medication that was used early on was $280 when the Death with Dignity law was 
passed...It is now $3000.” MSW5 
Many comments indicated that patients also experience challenges through the process of 
obtaining a prescription.  These challenges presented a conflict to some professionals who felt 
they were placed in an unexpected position of responsibility and power over the decision to 
identify options or prevent suicide.  
 
One way that professionals assist is by offering palliative sedation as an alternative to MAID 
if a patient cannot afford the medications. Hospice care supports and pays for medications used 
for palliative sedation for patients suffering from severe and refractory symptoms but do not 
pay for MAID medications: 
“And one of the reasons why it has become a bigger issue is because the cost of 
medications for death with dignity is so high that patients ... are now asking us to do it 
for them...” MD3 
The comment by MD3 points to requests from patients to help them die. However, 
professionals from all disciplines indicated that communication about desire for hastened death 
is common. Participants explained that most patients eventually died a natural death, but 
concern was expressed that some intentionally hasten death when access to MAID is limited. 
MSW7 described a patient who tried to pursue MAID but could not find a physician or 
assistance to complete the paperwork for the request: 
“...she kept saying... I want to do this Death with Dignity.... But she couldn’t do the 
paperwork, couldn’t go anywhere and didn’t have a doctor who would do it for her as 
well.”  MSW7 
Comments about limited access caused distress for this social worker and other participants 
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who expressed feelings of powerlessness to support patients’ wishes.  A few participants 
explained finding a pharmacy able or willing to dispense the prescriptions makes it a challenge 
for anyone who wishes and is eligible to utilize MAID.  
 
Several participants spoke of challenges they felt communicating with patients asking about 
MAID but did not always know if the policy of their employer forbade participation. 
Participants working in the organizations designated as non-profit and not religiously affiliated 
reported that employers had policies indicating open participation with patients who choose 
MAID.  When two or more participants were interviewed from the same for-profit or 
religiously-affiliated organizations, each reported a different understanding of policy. Some 
said their employer influenced the degree to which they could educate patients, limiting options 
if patients do not have or are not given access to information about MAID.  
“And we have a policy at our organization...we are not allowed to discuss these options 
with our patients.” RN4 
The comment by RN4 demonstrates potential dilemmas patients and their families may face if 
no healthcare professionals are present. Openly communicating about patients’ choices is not 
always supported in the organization and may limit what is shared with other team members. 
Participants suggested that despite organizational policies, MAID cannot be ignored in their 
effort to provide care.  RN7 highlights how some patients do not involve hospice professionals 
as they are going through the process of obtaining MAID medications, but then call for 
assistance after the death: 
 “He actually did not even let us know when he was going to do it. He just one evening 
said I am done, and took the medications and afterwards the wife called the hospice 
nurse” RN7 
3) How patients have hastened their own death 
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Participants shared stories about how patients intentionally hastened death or died by suicide 
that were not with MAID.  Patients were said to have ‘hastened death’ by an intentional 
overdose of medications, either obtained illegally or saved from previous prescriptions. These 
hastened deaths are distinguished from suicide and suggests that the intention of the patient to 
die received social support or that their actions were not due to what the professional considered 
to be a psychopathology.    For example, the death of a patient described by MSW5, like many 
other patients, was not identified as a suicide by the hospice team or the coroner: 
“...the pharmacy didn’t have his medication...and at that point in time, he was 
frustrated with the whole process and took all of his morphine and all of his Lorazepam 
that was in the home and became unconscious and died.”  MSW5 
Voluntary stopping of eating and drinking (VSED) was discussed by most participants as 
another way patients sought to hasten death. This was unrelated to access to MAID in most of 
the interviews. Participants did not identify VSED as a form of suicide but acknowledged that 
hospice patients might have hastened death by days to several months using this method.   
“She said I am going to stop eating and drinking on a certain date, and she said I 
want to know that you will be there to support me ...We didn’t have permission to 
speak openly ... [in team meetings].” MSW7 
Most of the participants from all the disciplines thought that patients who voluntarily stopped 
eating and drinking had control over their deaths. Staff who work with a patient sometimes feel 
emotionally isolated from professional scrutiny, but support the patient's decision 
independently from the team, as explained by MD1:  
 “I remember being just a little uncomfortable ... but the bottom line is as her doctor I 
am there to support her ... in her decisions.” MD1 
Most participants representing each discipline explained that they supported the patient's 
decision despite personal discomfort. There were several statements referring to a level of trust 
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patients had with the staff member and what it takes to care for those dying. In some comments, 
it is suggested that VSED is slightly more acceptable to professionals and within organizations 
than MAID or suicide, but a cultural taboo may remain if some feel they cannot speak openly 
about these experiences.  
 
Patients who killed themselves with a gun or other violent method where cause of death was 
obvious were identified as a suicide. Nurses, social workers and chaplains shared several 
traumatic accounts of arriving at a patient’s home to find they had died by gunshot wound, and 
in some cases the patient had not yet died.  
“... and we had one person who attempted to shoot themselves ... That was in hospice 
in a home.  He missed.” CH3 
In most of these comments, participants said that although they did not identify the patient as 
a suicide risk, they regarded them as valuing independence and autonomy. Participants 
emphasized that despite efforts to reduce the risk of a violent death, patients still die violently 
by suicide from guns. 
“I am not sure he trusted us in hospice ... he shot himself in the head. He left a suicide 
note ... there was no depression notable leading up to his suicide.” MSW4 
MSW4 felt that the patient had not previously demonstrated suicidal ideation or intent. 
However, in the following case the risk was apparent: 
“... he was the one who said ‘I wouldn’t let my dog go through this. I feel I deserve the 
same.’  ... shot and killed himself ... I talked to him about alternate methods. But he 
wasn’t having it.”   MSW7 
This statement indicates that both she and the family were aware of the patient's risk of suicide, 
were unable to prevent it, and were accepting of the patient’s decision. But the social worker 
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implied that despite her efforts to counsel the patient, there were also no structured ways to 




This study found hospice professionals have experiences with patients who have died by 
suicide and that some of these experiences are related to access to MAID.  In addition, this 
study found that hospice professionals do not easily identify patient deaths as suicide for 
several reasons. Using the term ‘suicide’ tends to have negative connotations not only on 
possible emotional consequences for surviving family members but may cause increased 
financial burden and impact life insurance (36). Use of different language softens the reaction 
and experience for those who do not feel suicide or hastening of death should be prohibited in 
all cases. 
  
An intentionally hastened death is described by participants as taboo when it is called suicide, 
making it difficult to have open discussions among team members.  Participants felt that suicide 
assessment, prevention and treatment require a careful examination of different approaches 
applicable for individuals suffering with a debilitating illness.  Professionals identified suicide 
deaths as those involving calculated plans such as patients who died by self-inflicted gunshot 
wounds, but even some of these deaths are considered rational or seemed justified.  Patients 
who died by intentional overdose of medications are not consistently identified as suicide, even 
when family members and other healthcare workers were aware of the plan, but may 
nevertheless be called a hastened death. Deaths utilizing MAID are not generally considered 
suicide by hospice professionals but trigger reflection on what suicide means in a hospice 
context. 
 
MAID has impacted professionals’ experiences of suicide because there are instances when 
 14 
patients are not eligible for, cannot afford, do not have the information about or access to legal 
options.  Palliative sedation is seen as an alternative for those who cannot afford MAID, yet 
this approach leaves a question whether it is considered a hastened death.  If the definition of 
palliative sedation is “titration of opioids to symptom level at the end of life” as some 
participants implied, then Sheahan (37) suggests this would not be considered a hastened death 
if this is not the clinician’s intent. 
 
Patients are hastening their deaths in ways that are sometimes violent and can lead to uncertain 
consequences. Having to face the choice between MAID or dying by a violent suicide was 
reported by participants in this study as an inhumane solution for patients at the end of life.  
Participants acknowledged a profound lack of affordable care options for patients facing loss 
of autonomy or feelings of being a burden, important issues for those seeking MAID (38).  The 
overall findings suggest that having safe, legal and accessible options are felt to give some 
patients who have knowledge and information about MAID an element of power over their 
lives that, paradoxically, may minimize their desire to die and encourage them to utilize 
palliative care (39).   
Strengths and limitations 
This is the first qualitative study about suicide, hastened death, and MAID that raises the 
unheard voices of home hospice professionals. It adds to research evidence that suggests there 
is a need for increased education and training regarding MAID (40-42), suicide assessment in 
palliative and hospice care, and open communication about issues of suicide among hospice 
team members (29, 43, 44). This study supports previous research that indicates professionals 
do not abandon patients who seek to hasten death particularly when working in home settings 
(45, 46). This is also the first study addressing suicide in home hospice settings where MAID 
is allowed;  previous studies have not included legal MAID (43, 47, 48).  
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Participants were aware that the researcher had worked as a hospice professional in 
Washington State and this may have been both a strength and a limitation. Although this study 
specifically explored experiences there is a benefit in balancing findings with a broader 
quantitative overview that may include measuring incidences of patient suicide or addressing 
the specific question of desire for hastened death among a wider population of hospice 
professionals. Further insights could be gained by speaking with professionals about how they 
worked to alleviate patients’ suffering or to better understand the emotional impact of these 
experiences on team members. Future research could include a comparison of the desire for 
hastened death with actual deaths by suicide in palliative care settings where aid in dying is 
and is not lawful. 
 Conclusion 
This study’s objective was to explore hospice professionals’ experiences of patients who die 
by suicide or intentionally hasten death with or without legal assistance in an area where MAID 
is legal.  The reflections of professionals in this research study indicate that some patients 
receiving hospice services die by suicide. Hastened death is not only about MAID, but the 
reality of MAID offers an opportunity for dialogue about suicide and hastened death, access to 
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